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In many emergency departments (EDs) around the country, providers care for patients experiencing homelessness on every single shift. Despite its proven impact on health, housing status is not a routine part of the history taken by most emergency providers, and in many cases providers are unaware that they are caring for someone who has no stable home.
Patients experiencing homelessness have unique needs spanning acute and chronic illness, injury, behavioral health diagnoses, and material deprivation. Yet, with few exceptions, we receive no formal training on caring for this vulnerable population, there are no consensus guidelines on treating ED patients experiencing homelessness, and-until now-there had been no published review of the literature on homelessness and emergency medicine. The review by Salhi, et al. in this month's AEM is, therefore, an especially important contribution.
It is notable that Salhi, et al. found only 28 studies focused on homelessness and emergency medicine given it is one of the most common and vexing problems our specialty faces. Several studies examined health services use, finding that people experiencing homelessness have above average rates of ED use and are disproportionately represented among frequent users. Even in studies using NHAMCS-which, as noted by Salhi, et al., significantly underestimates homelessness due to measurement limitations-people who are homeless accounted for around 0.5% of ED visits nationally; studies in individual EDs using more robust measurement found much higher rates. Most studies have been in urban areas, but one recent study found that even at a suburban ED 9.1% of patients were homeless or atrisk for homelessness. 1 Salhi, et al. also highlighted that-despite caring for them commonly-emergency physicians report uncertainty and frustration in knowing how to best serve patients experiencing homelessness.
Where do we go from here? Salhi et al. provide several recommendations for research, education, and practice; we expand upon their recommendations and discuss the relevant national context. We agree that research must be conducted in diverse sites and
examine multiple subgroups of people experiencing homelessness. Research must go beyond documenting rates of homelessness in the ED. We must instead identify the gaps in services we provide and research the most effective ways to provide care for and intervene with people experiencing homelessness in an ED setting. This will necessitate longitudinal and intervention studies, and cross-disciplinary collaboration.
We agree with Salhi et al. that formal education on homelessness must be included in residency curricula. Curricular interventions should be evidence-based, integrated as a core part of training, and monitored for their effects on knowledge, attitudes, and feelings of burnout. We also agree with Salhi et al. about the need for evidence-based practice guidelines, both for our traditional "medical" practice and also for how to best address patients' social determinants of health (SDH) such as homelessness. As a basic starting point, providers should undress and examine every patient. Contrary to the common stereotype, most patients experiencing homelessness do not use the ED "just for a place to sleep" or "for a sandwich" (although human kindness would dictate that we do address such survival needs when feasible). National studies have found that people experiencing homelessness have similar triage acuities to other patients 2 , and a wide body of research has shown that they are sicker than average in general.
Progress requires knowing who in our EDs is experiencing homelessness. We recommend that standard questions about housing status be integrated into every history, as a stable living environment is as crucial to health as are other co-morbid conditions. Questions like this can feel intrusive, but are essential. A simple question we use is "where are you staying these days?" with options given such as "a friend's house, a shelter, outside, in your own apartment" if needed. In our experience, this phrasing is acceptable and nonstigmatizing, especially if asked routinely. It is easy to identify as homeless the frequent ED user who lives on the streets and has a cart full of bags. But there are segments of the
homeless population who are undoubtedly under-identified in the ED, including women, children, the elderly, and those who are only transiently homeless. And, those who are marginally housed or in danger of eviction must also be identified when receiving ED care, as these circumstances can also impact treatment and follow-up plans.
Where homelessness is prevalent, EDs might consider more formalized universal Adding another screening question to ED triage, or asking busy providers to add to their histories, poses challenges. But it is important: homelessness is common in the ED and is a key predictor of poor health outcomes and early mortality. Indeed, chronic homelessness is one of the most deadly conditions we see in the ED. Despite its importance, we are sometimes asked, "Why should we ask about housing status if we can't do anything about it?" There is plenty we can "do" with this knowledge, short of the often unrealistic goal of providing immediate housing. Delivering appropriate, quality medical care requires knowing about our patients' living situations, as this directly affects their ability to take medications, follow discharge instructions, and more. Knowledge of patients' housing status is necessary to make sound clinical decisions about diagnosis, treatment, disposition, and follow-up plans.
Routine documentation of patients' housing status will also improve research capability; prior research has been limited by lack of housing status data in health administrative records and reliable data are needed to affect policy changes.
Though knowledge of patients' housing status is critical to providing good, routine emergency care, we also believe that emergency medicine could-and should-be playing a larger role in helping to end homelessness. Because the ED is uniquely accessible for individuals experiencing homelessness, we have unique opportunities to assist as part of larger efforts to end it. Ideally, efforts would be aligned with national best practices Hospital Association put out a report Housing and the Role of Hospitals, and the Epic CEO said they must "knock the [hospital] walls down" to consider SDH. 7 Health care payment models are beginning to follow suit. For example, Massachusetts Medicaid now includes two SDH factors in its risk adjustment models, one of which is unstable housing. 8 Medicare is also considering ways to account for social risk factors in its payment and incentive models. 
health care encounters that should be avoided. Instead of accepting this view of our practice, we must position ourselves as the critical providers that we are when it comes to SDH like homelessness. Emergency medicine has a strong voice in the health care system that policy makers will listen to, but we must speak up.
Homelessness is a crisis reflected within our EDs nationwide. The solution to homelessness is not rocket science, but while our nation continues to work towards policies that will provide more affordable and permanent housing for those in need, we in emergency medicine must act. The ideas underlying the broad role of our specialty in addressing homelessness are at least as old as Rudolf Virchow, who is reported to have written in 1848, "The physicians are the natural attorneys of the poor, and social problems fall to a large extent within their jurisdiction." 10 Like it or not, the social problem of homelessness has fallen squarely at our doorstep. Responding in the right way has the potential to enhance the value proposition of emergency medicine while also helping to alleviate the human crisis of homelessness.
